INTRODUCTION
Immigrants, that is, people who were born outside the country of residence [1] , show higher rates of mental disorders, such as psychosis, mood disorders, anxiety disorders, and particularly posttraumatic stress disorder, compared with indigenous populations [2, 3] .
Various factors can influence their higher psychiatric morbidity, for example premigration, migration, and postmigration stressors, long-term adjustment difficulties in another country, and poor living conditions [4] .
In the last 50 years, immigration has almost doubled, with currently 191 million immigrants worldwide. Targeted mental healthcare strategies for these populations may be needed [5] . Understanding barriers to care for immigrants and identifying their pathways may help to develop strategies to meet the cultural, religious, and linguistic needs of different immigrant groups [5, 6] .
WHAT IS ALREADY KNOWN?
Immigrants face substantial obstacles in accessing healthcare services. Previous studies identified language and literacy issues, cultural differences in explanatory models of illness, restricted legal entitlements, social deprivation, and traumatic experiences as the main barriers to accessing and receiving healthcare [1, 7, 8] . Immigrants often have specific needs and treatment preferences [9, 10] . Good practice recommendations have emphasized the need for organizational flexibility, provision of good professional interpreting services, raising cultural awareness of staff, delivery of psychoeducational programs, collaboration with families, communities and social services, building positive and stable relationships with patients, and clear guidelines on care entitlements of migrants [1, 9, 11, 12] . Sound research evidence on how mental healthcare should be delivered to benefit immigrants is still scarce.
PURPOSE OF THE REVIEW
In this article, we review the evidence published between June 2012 and November 2013 on the barriers encountered by immigrants when accessing mental healthcare; their pathways to care; the current state-of-care provision for immigrant groups; and newly developed interventions to improve access to and quality of care provided to immigrants. The included studies were carried out in European countries, the United States, Canada, and Australia, and encompass both economic and political immigrants.
BARRIERS TO MENTAL HEALTHCARE FOR IMMIGRANTS
Barriers to mental healthcare fall into five categories: language barriers, different beliefs and explanatory models of mental illness, confidentiality concerns, influence of stigma and reluctance to seek help outside immediate social networks, and social deprivation. These barriers are similar to those in general healthcare, which have been well documented [1, 7] . However, the specific nature and social significance of mental disorders can lead to additional problems in accessing care.
Language barriers
Good communication between clinicians and patients is particularly important in mental healthcare, in which diagnostic procedures are based on verbal communication rather than on physical and objective examinations. Mental health practitioners qualitatively assessed in 16 major European cities in the Best Practice in Health Services for Immigrants in Europe (EUGATE) study reported language difficulties as a major hindrance to assessing symptoms, establishing a diagnosis, and developing a relationship with immigrant patients [13 && ]. Language problems were also the most prominent barriers to accessing treatment among Latin-American immigrants in the USA, in both community samples and patient groups with depression and post-traumatic stress disorder (PTSD) [ ]. A preference for bilingual clinicians was a major concern for traumaexposed Latin-American women [15 & ]. Insufficient language skills may also limit access to specific treatments, such as psychotherapy. General practitioners in Denmark were sometimes reluctant to refer immigrants to such treatments because of the lack of bilingual therapists and skilled interpreters [ 
Explanatory models of mental illness and expectations of care
Mental health practitioners surveyed across Europe reported that divergent explanatory models of mental illness, such as beliefs in supernatural causes and preferences for physiological interpretations, were commonly encountered in non-western immigrant patients [13 && ]. They were perceived as a potential
KEY POINTS
Access to mental healthcare in immigrants may be hindered by language barriers; different beliefs and explanatory models of mental illness; confidentiality concerns; influence of stigma and reluctance to seek help outside immediate social networks; and social deprivation.
Immigrants often follow nonmedical pathways to care through self-referral, social services, and voluntary not-for-profit or religious organizations.
Interpreting services and cultural competence training for staff are rarely available in mainstream health services, and information on service use by immigrants is scarce.
Collaboration and sharing of information between mental health services and nonmedical services (voluntary organizations and social services), integration of mental healthcare with physical care, and psychoeducational family programs may increase help-seeking and engagement with services in immigrant populations.
Technology-based interventions may help support translation of information, reach underserved populations, and deliver culturally tailored psychosocial programs. & ], and may explain their concerns about receiving medication. Mental health practitioners providing care for Asian-Americans also reported stigma as an important obstacle for these patients [17] . The significance of families and their role as a source of psychological support for Latin-American and Asian immigrants has been highlighted by both patients and professionals in the USA and Australia [16 & ,17,27] . However, the presence of this support may also lead to reluctance to seek help outside the family. Immigrant patients may prefer self-reliance and have concerns about the family's reputation [16 & ,17,27].
Social deprivation
Specific problems arise when immigrants live in poor socioeconomic conditions. Mental health professionals in European urban settings emphasized the risk of marginalization for immigrant patients [13 && ]. They suggested engaging with social services and communities to increase the social integration. The self-reported need for interpreters in general practitioners' (GP) consultations among Danish immigrants was linked to modest income levels, poor health, and unemployment [28 ]. The community outreach activities of these agencies seem to be key in promoting access to care, particularly for marginalized groups of immigrants [30 & ,31 && ]. For example, language assistance programs increased access of Spanish-speaking people to mental health services in California, but only when implemented by community-based organizations [32 && ]. Emergency departments were a primary source of care for low-income Latin-American groups and treatment was offered to patients who screened positive for depression in this setting [18 & ]. Those who dropped out of the subsequent intervention were concerned about receiving medication, but valued counseling delivered by a social worker, particularly over the phone.
CURRENT STATE OF MENTAL HEALTHCARE PROVISION
Information on immigrants' use of mental healthcare and on provision of relevant staff and services is scarce. Several studies published in the period considered in this review have explored this issue.
Service use registers
The EUGATE study assessed emergency, primary care, and mental healthcare services in 16 European cities [33 && ] and found that 48% of all services kept a database of information on patients' service use. However, immigration status was recorded by only 25% of mental health services, which is still higher than that in other investigated services (19 and 10%).
Provision of interpreting services and bilingual staff
The EUGATE study also explored the provision of interpreting services in different settings [33 && ]. Many surveyed organizations (42%) did not provide any language assistance; 53% never provided any face-to-face interpreting, and 59% never had any telephone interpreting. Face-to-face interpreting was most often provided by mental health services (35%), followed by emergency (23%) and primary care services (20%). In California, the presence of language assistance programs was associated with improved access to mental healthcare for Spanishspeaking patients ] identified differences in service provision between generic services and those with a specific focus on these groups, frequently found in not-for-profit and voluntary sectors. The latter tend to offer more outreach programs and social support, whereas medical interventions were mostly provided by generic services. The activities of specific and generic services overlapped substantially, highlighting the need for good collaboration and information sharing.
MENTAL HEALTH INTERVENTIONS FOR IMMIGRANTS
A number of studies in the present review assessed mental health interventions designed to meet the needs of immigrants, with particular emphasis on integrating mental and physical healthcare, developing community and family-oriented approaches, and using new technologies.
Integrating mental and physical care
General practitioners and primary care services can promote immigrants' access to and engagement with mental healthcare, as they care for a large number of such patients and are able to build trusting relationships [ 
Community-focused and family-focused psychoeducational approaches
Providing information on physical and mental health in community settings and utilizing family support are being increasingly used in psychoeducational approaches for immigrants.
Workshops on mental health and physical diseases were effective in increasing knowledge and utilization of services amongst African immigrants in the USA [25] .
Culturally tailored approaches for promoting a healthy lifestyle for pregnant and early postpartum Latin-American women in the USA also reduced the risk of depression [40] . Parenting interventions combined with practical and emotional support by befrienders were experienced as psychologically beneficial by asylum-seeking mothers in the UK [41] .
A 12-week multifamily group intervention with bilingual facilitators delivered to women with perinatal depression showed good feasibility (13 out of 16 families attended more than 90% of sessions), and improved the psychosocial functioning and support in the families [42 & ]. Family-oriented, culturally tailored psychoeducation intervention for Chinese-American patients with schizophrenia improved symptom levels and quality of life, knowledge of the illness, and social support for the caregivers [43 & ]. Flexibility in delivering the intervention to accommodate the specific needs of families was found to be particularly helpful.
Technology-based interventions
Technology-based interventions have been developed to overcome language barriers, ensure a comprehensive and valid mental health assessment of immigrants, reach underserved populations, and provide tailored psychosocial approaches.
An iPad-assisted psychosocial risk-assessment was tested on a population of Afghani refugees in
The assessment tool increased the reported intention to visit a psychosocial counselor (72% of experimental vs. 46% of usual care group).
Using Internet videoconferencing (Webcam intervention) for online consultations between psychiatrists and immigrants with depression was found to be more effective than standard primary care in reducing depressive symptoms and improving quality of life [44 & ]. A culturally tailored, problem-solving, webbased intervention was tested in Turkish immigrants with depression [45 & ]. The study had high attrition rates and failed to show a significant effect on depressive symptoms. However, a completers-only analysis suggested better recovery from depression in the experimental group.
CONCLUSION
Research on mental healthcare for immigrants is still inconsistent and has methodological shortcomings. Yet, a number of common barriers preventing access to mental healthcare have been identified in very different immigrant populations. Immigrants, particularly those with poorer socioeconomic status, may share similar pathways to mental healthcare that are different from those of indigenous populations and often involve nonmedical agencies. Recent evidence suggests that several strategies should be implemented and tested to improve access to mental healthcare in immigrants:
(1) Sharing of information between mental health services and existing networks of voluntary organizations and social services, which are in a better position to carry out outreach activities, develop trusting relationships, and direct patients to mental health services. (2) Improving the collaboration between 'migrantspecific' (voluntary organizations, charities) and generic mental health services, with regular communication and protocols to avoid overlap of activities. Considering the family-centered culture of many immigrant groups, such programs can influence help-seeking. (6) Technology-based interventions can support a translation of information, enable samelanguage clinicians to access underserved populations, and support a cost-effective implementation of culturally tailored psychosocial programs.
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